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SYNOPSIS  OF  THE  EXECUTIVE  SUMMARY 
OF  THE  STUDY  OF  HEALTH  CARE  FOR  THE  HOMELESS  PROGRAM 

The  HCH  Program  currently  funds  122  grantees  with  over  300  subcontractors  in  48  states,  the  District  of 
Columbia,  and  Puerto  Rico,  providing  primary  care,  substance  abuse  treatment,  case  management,  and  outreach 
services  to  over  425,000  homeless  people  annually.  In  1994,  HCH  programs  directly  provided  over  2  million 
encounters  including  medical,  dental,  substance  abuse,  mental  health,  and  case-management  services. 

The  Study  of  the  Health  Care  for  the  Homeless  (HCH)  Program  was  designed  to  assess  critical  programmatic  and 
policy  aspects  of  the  HCH  as  well  as  program  compliance  with  the  legislation.  The  study  consisted  of  five 
components:  (1)  a  literature  search,  (2)  an  analysis  of  HCH  program  data  (from  the  BPHC's  Common  Reporting 
Requirement  form  or  BCRR),  (3)  a  written  survey  of  all  HCH  programs  and  a  sample  of  subcontracting  agencies, 
(4)  site  visits  to  nine  HCH  organizations,  and  (5)  telephone  interviews  with  43  HCH  Program  sites.  The  report 
describes  the  study's  findings  and  offers  recommendations  based  on  an  analysis  of  the  information  gathered. 

Highlights  of  the  study  findings  are  listed  below: 

Models  of  Service  Delivery 

Health  Care  for  the  Homeless  programs  employ  various  models  of  service  delivery  to  address  the  health  care  needs 
of  homeless  individuals.  Four  broad  types  of  organizations  are  funded  under  the  340  program.  Nearly  half  (48%) 
are  federally-funded  community  health  centers,  one-quarter  are  public  health  departments,  and  5%  are  hospitals; 
the  remaining  22%  are  classified  as  "Other"  and  include  free-standing  non-profit  organizations,  substance  abuse 
treatment  centers,  shelter  coalitions,  and  voluntary  organizations. 

•Service  Delivery  Sites.  Shelter-based  services  represent  the  core  of  service  delivery  sites,  with  over  ninety 
percent  of  HCH  programs  providing  clinical  services  in  shelters  or  other  facilities  used  by  homeless 
individuals.  About  one-third  of  programs  also  use  mobile  medical  units,  enabling  programs  to  provide 
services  at  locations  that  would  otherwise  not  have  adequate  facilities  for  health  care. 

•Interorganizational  Structure.  Services  may  be  offered  directly  by  the  HCH  program,  through  the 
program's  parent  agency,  under  contract  with  another  agency,  or  through  an  unpaid  referral  to  another 
agency.  Although  one-quarter  of  the  HCH  programs  provide  all  mandated  services  themselves,  the 
majority  of  HCH  programs  have  established  various  types  of  referral  or  subcontracting  arrangements  to 
provide  mandatory  services,  expand  capacity,  offer  a  wider  range  of  optional  services,  or  serve  other 
geographical  areas  or  client  subgroups. 

•Staffing.  Most  programs  have  developed  a  team  approach  to  the  provision  of  health  care,  involving  the 
efforts  of  both  clinical  and  social  service  professionals.  In  90%  of  HCH  programs,  primary  care  services 
are  provided  by  paid  primary  care  staff  (physicians,  nurse  practitioners,  nurse  midwives,  and/or  physician 
assistants).  Additional  services  are  provided  by  nurses,  dentists,  mental  health  and  substance  abuse 
counselors,  case  managers,  outreach  workers,  and  support  staff. 

Efforts  to  Improve  Access  to  a  Continuum  of  Services 

HCH  programs  pursue  a  diverse  set  of  strategies  to  increase  homeless  people's  access  to  health  care  services  and  to 
make  the  delivery  of  care  acceptable  to  their  patients. 

•Outreach.  Nearly  85%  of  HCH  programs  have  outreach  teams  to  engage  clients,  although  the  staff 
composition  of  the  teams  varies  considerably.  Emergency  shelters  are  the  most  commonly  reported 
outreach  site,  followed  by  food  programs  (such  as  soup  kitchens),  drop-in  centers,  street  locations 
(sidewalk  encampments,  underneath  bridges)  and  drug-treatment  programs. 


•Scope  of  Health  Services.  Most  HCH  programs  offer  a  wide  range  of  primary  care  services,  including 
clinical  preventive  services,  care  for  acute  and  chronic  illnesses,  and  support  services.  Most  programs 
screen  for  sexually  transmitted  diseases,  chronic  illnesses,  and  tuberculosis.  Treatment  of  acute,  episodic 
illness  or  injury  is  the  most  common  diagnostic  and  treatment  service  provided.  The  majority  of  programs 
are  less  likely  to  directly  provide  other  medical  services  such  as  perinatal  care  and  HIV  and  TB  treatment, 
relying  on  contracts  and  referrals  for  the  provision  of  these  services.. 

•Substance  Abuse  and  Mental  Health  Services.  While  many  HCH  programs  offer  outpatient  substance 
abuse  counseling  directly,  most  rely  on  contracts  or  agreements  with  referral  agencies  for  the  provision  of 
other  substance  abuse  treatment  services  which  include  detoxification,  residential,  and  outpatient  services. 
While  not  a  mandated  service,  mental  health  interventions  are  a  significant  component  of  HCH  programs. 
Seventy-five  percent  of  HCH  programs,  however,  lack  a  psychiatrist  to  care  for  their  patients.  Programs 
are  better  able  to  respond  to  acute  depression,  crisis  intervention,  and  problems  of  daily  living  that  are  more 
treatable  through  counseling  and  case  management  than  to  major  mental  illnesses  requiring  intensive 
psychiatric  intervention  and  medication. 

Efforts  to  Ensure  Quality  and  Continuity  of  Care  and  to  Achieve  Patient  Satisfaction 

HCH  programs  make  great  efforts  to  measure  and  critique  their  own  performance  to  ensure  the  adequacy  and 
appropriateness  of  services  provided. 

•Quality  of  Care.  HCH  programs  place  priority  on  providing  high  quality,  appropriate  care  for  the  clients 
they  serve.  Almost  all  programs  have  quality  assurance  procedures  in  place,  and  the  rest  report  that  they 
are  in  the  process  of  developing  such  procedures. 

•Continuity  of  Care.  Case  management  is  a  critical  part  of  the  process  of  ensuring  continuous  and  quality 
health  care.  Some  HCH  programs  use  case  managers  to  facilitate  access  to  primary  care  services  (referrals 
and  follow-up)  while  others  build  clinical  services  around  a  more  formal  case  management  process, 
following  the  client  over  time  and  aiding  them  in  accessing  a  broader  array  of  medical  and  social  services. 
Other  programs  have  a  mixed  model  in  which  case  managers  combine  both  short  and  long  term  case 
management  activities  into  their  overall  work  plan.  Programs  report  that  they  go  to  considerable  lengths  to 
connect  the  patient  with  referral  agencies  and  to  obtain  information  from  the  referral  agency  regarding  the 
care  received  by  their  clients. 

•Patient  Satisfaction.  Based  on  information  gleaned  from  client  focus  groups  conducted  during  on-site 
visits,  the  majority  of  HCH  patients  are  overwhelmingly  satisfied  with  their  access  to  services  and  with  the 
quality  of  care  they  receive  through  HCH  programs.  They  often  stated  that  they  would  like  to  continue  to 
seek  services  through  the  HCH  program  even  after  they  are  no  longer  homeless. 

Health  Status.  Due  to  limitations  in  the  scope  of  this  evaluation,  only  preliminary  information  was  obtained  on  the 
outcomes  of  HCH  services.  Clearly,  homeless  clients  have  serious  acute  and  chronic  health  problems.  On  average, 
HCH  programs  report  that  76%  of  their  patients  are  diagnosed  with  alcohol  or  drug  abuse  problems,  5%  are 
diagnosed  with  schizophrenia,  seven  percent  of  those  tested  for  TB  infection  were  reported  positive,  and  3%  of 
those  tested  were  HTV  positive. 

Costs  and  Financing.  Health  Care  for  the  Homeless  programs  have  attracted  revenue  from  many  sources, 
including  state  and  local  governments,  the  private  sector,  and  in-kind  contributions.  Although  most  programs  can 
and  do  receive  Medicaid  reimbursement,  the  majority  of  homeless  patients  are  not  Medicaid-eligible,  and  as  a  result 
Medicaid  revenues  are  only  6%  of  total  revenue.   Programs  also  receive  support  from  several  Federal  programs, 


including  those  for  HTV,  mental  health,  family  planning,  and  children's  health  care.  However,  Federal  Section  340 
funds  remain  the  largest  source  of  support  for  the  programs. 

Policy  Issues 

•Managed  Care.  The  growth  of  managed  care  for  the  Medicaid  population  is  just  beginning  to  affect  HCH 
providers  and  their  clients.  Currently,  slightly  under  half  of  all  HCH  programs  have  at  least  some  clients 
that  are  covered  through  Medicaid  managed  care  contracts.  This  is  likely  to  increase,  however,  as  states 
continue  to  move  their  Medicaid  programs  into  managed  care. 

•Barriers  to  Effective  Treatment.  HCH  programs  continue  to  face  enormous  challenges  in  providing  high 
quality,  accessible  health  care  for  homeless  people  in  their  communities.  Barriers  such  as  lack  of 
transportation,  as  well  as  language  and  cultural  differences,  play  major  roles  in  impeding  homeless 
individuals  from  accessing  care.  The  severe  shortage  of  mental  health  and  substance  abuse  services, 
clients'  lack  of  health  insurance,  and  inability  to  pay  for  services  are  among  the  most  significant  barriers  to 
providing  accessible  and  continuous  health  care  to  their  patients. 

•Compliance  with  McKinney  Legislation.  The  majority  of  HCH  programs  are  complying  with  most 
aspects  of  the  McKinney  legislation  and  are  providing  access  to  a  broad  range  of  mandated  and  optional 
services,  by  offering  them  directly  or  through  their  parent  agency,  under  contract,  or  through  a  referral  to 
other  agencies. 

•Program  strengths  and  limitations.  The  researchers  noted  several  areas  of  strength  including  programs' 
innovative  approaches  to  providing  outreach  and  primary  health  care  services  in  shelters  and  other 
locations  where  homeless  people  are  found,  and  the  establishment  of  linkages  with  a  broad  network  of 
health  and  human  service  providers.  Programs  have  also  been  resourceful  in  obtaining  cash  assistance  and 
in-kind  contributions  to  support  their  programs,  expand  their  services,  and  enhance  the  quality  of  care 
provided. 

The  limited  provision  of  drug  and  alcohol  treatment  services  and  the  securing  of  optional  mental  health 
services  were  found  to  be  limitations  of  the  HCH  programs.  This  is  due  largely  to  many  HCH  programs' 
limited  resources  and  to  the  severe  shortages  of  such  services  for  homeless  individuals  in  most 
communities.  Finding  resources  for  people  with  major  psychiatric  disabilities  was  mentioned  as  among  the 
most  difficult  problems  HCH  clinicians  face  in  assisting  their  patients. 

Based  on  the  analyses  of  the  data,  the  researchers  offered  a  number  of  recommendations  to  improve  continuity  of 
care  and  the  program's  effectiveness  in  providing  outreach  and  case  management  services.  Recommendations  were 
also  made  on  maximizing  revenues  under  various  third  party  programs  and  increasing  the  number  of  homeless 
clients  eligible  for  Medicaid. 

In  conclusion,  the  HCH  Program  is  the  only  source  of  comprehensive  health  and  related  services  for  homeless 
people  in  most  communities.  These  services  alleviate  both  simple  and  serious  health  problems,  help  prevent  others, 
and  reduce  health  care  costs  by  minimizing  more  intensive  and  expensive  care  at  a  later  date.  HCH  Program 
grantees  are  complying  with  most  aspects  of  the  legislation,  and  are  providing  invaluable  services  to  this  extremely 
medically  needy  population. 
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EXECUTIVE  SUMMARY 

Background 

In  1993,  the  Bureau  of  Primary  Health  Care  contracted  with  researchers  at  the  UCLA  Center 
for  Health  Policy  Research,  John  Snow,  Inc.,  and  SOLON  Consulting  Group  to  conduct  a  study 
of  the  Health  Care  for  the  Homeless  (HCH)  Program.  The  purpose  of  the  study  was  to  measure 
the  success  of  the  HCH  Program  at  achieving  its  legislative  goals  and  objectives  of  providing 
primary  health  care  and  ancillary  services  to  homeless  persons.  The  evaluation  effort  was  guided 
by  a  technical  advisory  committee  composed  of  recipients  of  HCH  Program  funds,  researchers  in 
the  field  of  health  care  for  the  homeless,  and  Federal  program  staff.  The  study  was  designed  to 
assess  critical  programmatic  parameters  of  the  Health  Care  for  the  Homeless  Program:  (1) 
models  of  service  delivery,  including  interorganizational  relationships  and  staffing  patterns;  (2) 
efforts  to  improve  access  to  a  continuum  of  services;  (3)  efforts  to  assure  quality  and  continuity  of 
care  and  to  achieve  patient  satisfaction;  (4)  the  effects  of  the  program  on  health  status;  and  (5)  the 
costs  and  financing  of  the  program.  The  study  also  examined  several  policy  questions,  including 
managed  care,  barriers  to  effective  treatment,  and  program  compliance  with  the  legislation.  The 
executive  summary  presents  the  key  findings  from  that  study. 

Health  Care  for  the  Homeless  Program 

During  the  1980s  the  United  States  experienced  the  largest  expansion  of  homelessness  since 
the  Great  Depression.  State  and  local  governments  and  philanthropic  groups  responded  with 
increased  support  for  food  assistance  and  shelter  programs.  The  U.S.  Congress  also  provided 
some  relief  by  passing  the  Stewart  B.  McKinney  Homeless  Assistance  Act  in  1987.  The  Act 
intended  to  provide  "urgently  needed  assistance  to  protect  and  improve  the  lives  and  safety  of  the 
homeless".  The  McKinney  Act  has  several  components,  including  emergency  food  and  shelter, 
education,  and  transitional  and  permanent  housing  programs.  In  addition,  the  McKinney  Act 
added  a  new  section  to  the  Public  Health  Service  Act,  Section  340,  establishing  the  Federal 
Health  Care  for  the  Homeless  Program,  which  addresses  the  physical  and  mental  health  needs  of 
homeless  people. 

The  Federal  Health  Care  for  the  Homeless  Program  arose  from  the  experiences  of  the  Robert 
Wood  Johnson  Foundation/PEW  Memorial  Trust  Demonstration  Projects  funded  in  19  cities 
nationwide.  The  HCH  Program  is  administered  by  the  Bureau  of  Primary  Health  Care  (BPHC)  in 
the  Health  Resources  and  Services  Administration,  Department  of  Health  and  Human  Services. 
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The  legislative  goals  and  objectives  of  the  HCH  Program  are  to:  (1)  provide  primary  health  care 
services  and  substance  abuse  treatment  in  locations  accessible  to  homeless  individuals,  (2)  provide 
24-hour  emergency  health  services  to  homeless  people,  (3)  as  appropriate,  refer  homeless  people 
to  inpatient  care,  (4)  provide  mental  health  care  or  make  referrals  for  mental  health  care  services, 
(5)  conduct  outreach  to  inform  homeless  people  of  the  availability  of  health  services,  and  (6)  help 
patients  establish  eligibility  for  and  obtain  entitlements.  In  1992,  Title  VI  of  the  McKinney  Act 
was  amended  to  include  a  new  section,  now  Section  340(s)  of  the  Public  Health  Service  Act, 
which  authorized  the  use  of  Federal  funding  to  provide  outreach  and  primary  health  care  services 
for  homeless  children.  This  program  was  not  studied  separately,  although  programs  that  receive 
both  340  and  340(s)  funds  were  studied. 


The  HCH  Program  was  first  authorized  under  Section  340  in  1987.  Competitive  grant  cycles 
for  multi-year  project  periods  have  been  conducted  each  year  since  1988.  The  HCH  Program 
currently  funds  122  grantees  with  over  300  subcontractors  in  48  states,  the  District  of  Columbia, 
and  Puerto  Rico,  providing  primary  care,  substance  abuse  treatment,  case  management,  and 
outreach  services  to  over  425,000  homeless  people  annually  through  varied  approaches  and  in 
diverse  settings. 


Nearly  two-thirds  of  persons  served  through  HCH  programs  are  male;  two-thirds  are 
young  adults  20-44  years  old,  18%  are  over  age  44,  and  20%  are  children  or  adolescents  (see 
Table  1,  p.  21).  Clients  of  HCH  programs  are  predominantly  indigent  and  uninsured.  Fewer  than 
one-third  of  program  clients  have  health  insurance  coverage  under  third-party  reimbursement 
programs;  only  one  out  of  five  clients  are  eligible  for  Medicaid.  In  almost  all  communities 
studied,  the  HCH  Program  is  the  only  source  of  comprehensive  health  and  related  services  for 
homeless  people. 


In  1994,  HCH  programs  directly  provided  over  560,000  medical  services  and  approximately 
500,000  other  types  of  encounters,  including  dental,  substance  abuse  and  mental  health  services. 
They  also  provided  600,000  case-management  services,  opening  doors  to  other  clinical  services 
and  helping  people  navigate  other  systems  of  care.  Another  360,000  services  were  provided, 
including  health  education,  nursing,  and  ancillary  support  services  (see  Table  2,  p.  22). 
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Study  Methods 

The  evaluation  consisted  of  five  components:  (1)  a  literature  search,  (2)  an  analysis  of  HCH 
program  data  (from  the  BPHC's  Common  Reporting  Requirement  form  or  BCRR),  (3)  a  written 
survey  of  all  HCH  programs  and  a  sample  of  subcontracting  agencies,  (4)  site  visits  to  nine  HCH 
organizations,  and  (5)  telephone  interviews  with  43  HCH  Program  sites.  The  study  was 
conducted  over  a  two  year  period,  beginning  in  October  of  1993  and  ending  in  September  of 
1995.  The  108-item  survey,  subdivided  into  administrative  and  clinical  sections,  sought 
descriptive  information  from  all  HCH  programs  on  such  topics  as  services  provided,  outreach 
models,  quality  assurance  programs,  continuity  of  care,  referral  mechanisms,  financing  of  care, 
and  primary  care  practices.  Ninety  percent  of  the  HCH  programs  responded  to  the  survey.  Site 
visits  augmented  survey  data  with  structured  provider  interviews,  focus  groups  with  key  referral 
agencies,  client  focus  groups,  and  medical  chart  reviews.  Telephone  interviews  allowed  the 
researchers  to  collect  further  data  on  six  topics  of  special  interest:  managed  care;  respite  care; 
case  management;  substance  abuse  and  mental  health  services;  children's  health;  and  network 
arrangements.  The  data  were  analyzed  and  compiled  in  keeping  with  the  original  research 
categories  listed  above. 

Key  Findings 

A.  Models  of  Service  Delivery 

Health  Care  for  the  Homeless  programs  employ  various  models  of  service  delivery  to  address 
the  health  care  needs  of  homeless  individuals.  Four  broad  types  of  organizations  are  funded  under 
the  340  program.  Nearly  half  (48%)  are  federally-funded  community  health  centers,  one-quarter 
are  public  health  departments,  and  5%  are  hospitals;  the  remaining  22%  are  classified  as  "Other" 
and  include  free-standing  non-profit  organizations,  substance  abuse  treatment  centers,  shelter 
coalitions,  and  voluntary  organizations  (see  Table  3,  p.  23). 


/.  Interorganizational  Structure.  Services  may  be  offered  directly  by  the  HCH  program, 
through  the  program's  parent  agency,  under  contract  with  another  agency,  or  through  an  unpaid 
referral  to  another  agency.  Although  one-quarter  of  the  HCH  programs  provide  all  mandated 
services  themselves,  the  majority  of  HCH  programs  have  established  various  types  of  referral  or 
subcontracting  arrangements  to  provide  mandatory  services,  expand  capacity,  offer  a  wider  range 
of  optional  services,  or  serve  other  geographical  areas  or  client  subgroups.  Some  HCH  programs 
are  umbrella  organizations,  which  coordinate  services  and  provide  oversight  for  several  service 
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providers,  as  well  as  provide  training,  data  collection  and  processing,  and  quality  assurance  (see 
Table  5,  p.  24). 


2.  Service  Delivery  Sites.  Shelter-based  services  represent  the  core  of  service  delivery  sites, 
with  over  ninety  percent  of  HCH  programs  providing  clinical  services  in  shelters  or  other  facilities 
used  by  homeless  individuals  (see  Table  4,  p.  23).  The  majority  of  programs  have  modified  their 
established  base  clinic  to  accommodate  the  provision  health  services  for  their  homeless  clients. 
About  one-third  of  programs  also  use  mobile  medical  units,  enabling  programs  to  provide  services 
at  locations  that  would  otherwise  not  have  adequate  facilities  for  health  care. 

3.  Staffing.  Most  programs  have  developed  a  team  approach  to  the  provision  of  health  care, 
involving  the  efforts  of  both  clinical  and  social  service  professionals  (see  Table  6,  p.  24).  In  90% 
of  HCH  programs,  primary  care  services  are  provided  by  paid  primary  care  staff  (physicians, 
nurse  practitioners,  nurse  midwives,  and/or  physician  assistants).  Sixty-six  percent  of  programs 
utilize  a  combination  of  primary  care  physicians  and  mid-level  staff  to  provide  care.  Overall,  35% 
of  programs  use  volunteer  physicians  and  17%  use  volunteer  nurse  practitioners  or  physician 
assistants  to  augment  paid  staff.  Ten  percent  of  the  programs  have  no  paid  primary  care  staff. 
These  programs  rely  on  nursing  and  triage  care,  and  referrals  to  clinics  and  health  centers,  for  the 
provision  of  mandated  program  services. 

Additional  services  are  provided  by  nurses,  dentists,  mental  health  and  substance  abuse 
counselors,  case  managers,  outreach  workers,  and  support  staff.  Forty-four  percent  of  HCH 
programs  have  substance  abuse  counselors,  19%  have  clinical  psychologists,  and  35%  have 
masters  level  counselors  to  provide  mental  health  and  substance  abuse  services. 

B.  Efforts  to  Improve  Access  to  a  Continuum  of  Services. 

HCH  programs  pursue  a  diverse  set  of  strategies  to  increase  homeless  people's  access  to 
health  care  services  and  to  make  the  delivery  of  care  acceptable  to  their  patients.  Outreach  to 
non-traditional  service  locations,  case  management,  and  a  carefully  constructed  array  of  clinical 
and  social  services  are  designed  to  engage,  and  provide  comprehensive  care  for,  homeless  people 
(see  Table  7,  p.26). 
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1.  Outreach.  Nearly  all  programs  report  using  some  type  of  outreach  to  engage  clients. 
Nearly  85%  of  HCH  programs  have  outreach  teams,  although  the  staff  composition  of  the  teams 
varies  considerably,  including  health  professionals,  social  workers,  persons  who  were  formally 
homeless,  and  other  staff.  Emergency  shelters  are  the  most  commonly  reported  outreach  site, 
followed  by  food  programs  (such  as  soup  kitchens),  drop-in  centers,  street  locations  (sidewalk 
encampments,  underneath  bridges)  and  drug-treatment  programs.  Some  programs  target  specific, 
highly  vulnerable  groups  of  homeless  individuals  including  HIV-infected  individuals,  families  with 
children,  people  with  substance  abuse  problems,  and  those  with  serious  mental  illnesses. 


2.  Scope  of  Health  Services.  Most  HCH  programs  offer  a  wide  range  of  primary  care  services, 
including  clinical  preventive  services,  care  for  acute  and  chronic  illnesses,  and  support  services. 
Programs  vary  in  how  services  are  provided  to  homeless  people.  As  previously  mentioned,  HCH 
programs  provide  these  services  through  a  variety  of  arrangements. 

Clinical  preventive  services.  Most  agencies  screen  their  patients  for  sexually-transmitted 
diseases  (71%),  chronic  illnesses  (86%),  and  tuberculosis  (86%).  Some  offer  other  preventive 
services  directly,  such  as  family  planning  (46%),  perinatal  care  (21%),  and  well-child  care  (59%). 


Diagnostic  and  treatment  services.  Treatment  of  acute,  episodic  illness  or  injury  is  the 
most  common  service  provided,  with  88%  of  programs  providing  care  for  acute  illnesses  directly 
(see  Table  8,  pg.  27).  In  addition,  about  a  quarter  of  the  programs  have  these  services  available 
through  a  parent  agency,  under  contract,  or  by  referral.  While  most  programs  provide  care 
directly  for  acute  illnesses,  they  are  less  likely  to  offer  some  other  medical  services  directly, 
relying  more  on  contracts  and  referral  for  the  provision  of  these  services. 


While  most  programs  screen  their  patients  for  HIV  and  TB,  the  majority  of  programs  rely 
heavily  on  contracts  and  referrals  for  the  provision  of  HTV  and  TB  treatment  services.  Similarly, 
most  HCH  programs  do  not  directly  provide  prenatal  care  and  family  planning  services  directly 
but  offer  them  through  their  parent  agency.  Two-thirds  of  HCH  programs  directly  provide 
women's  health  care  services,  60%  provide  well-child  care  services,  and  71%  provide  pediatric 
sick  care  (see  Table  9,  pg.  28).  Programs  not  offering  these  services  directly  do  so  through  their 
parent  agency,  or  through  contract  with  or  referral  to  another  agency.  Twelve  percent  of 
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programs  offer  respite  services,  7%  report  some  type  of  contracting  arrangement  for  these 
services  and  60%  have  a  referral  arrangement  for  people  needing  bed  rest  or  special  care. 


Dental  care  was  among  the  highest  unmet  needs  identified  by  staff  during  on-side  visits 
and  on  the  survey.  Although  dental  care  is  not  a  mandatory  service,  more  than  one-third  of  the 
HCH  programs  directly  offer  dental  examinations  and  cleanings;  another  third  offer  some  primary 
dental  care,  and  less  than  one-quarter  offer  restorative  care  (see  Table  10,  p.  29). 


3.  Substance  Abuse  and  Mental  Health  Services.  The  majority  of  programs  screen  for  both 
mental  health  issues  and  substance  abuse.  Half  of  HCH  programs  also  provide  treatment 
services  directly  for  these  conditions,  while  many  rely  on  contracts  or  agreements  with  referral 
agencies  for  providing  these  services. 


Substance  Abuse  Treatment.  Substance  abuse  treatment  services  include  detoxification, 
counseling,  and  residential  and  outpatient  services.  While  many  HCH  programs  offer  outpatient 
substance  abuse  counseling  directly,  most  rely  on  contracts  or  agreements  with  referral  agencies 
for  the  provision  of  other  substance  abuse  treatment  services  (see  Table  1 1,  p.  29).  Seven  percent 
of  HCH  programs  directly  offer  detoxification  services,  including  social,  medical  and  methadone 
detoxification;  and  about  6%  offer  residential  treatment.  Other  HCH  programs  offer  these 
services  through  their  parent  agency,  under  contract  or  by  referral  to  other  organizations.  Limited 
resources  was  the  most  common  reason  for  not  directly  providing  substance  abuse  services. 
Nevertheless,  many  programs  have  developed  innovative  drug  and  alcohol  treatment  approaches 
to  meet  the  needs  of  their  clients. 


Mental  health  services.  While  not  a  mandated  service,  mental  health  interventions  are  a 
significant  component  of  HCH  programs.  Counseling  services  are  directly  provided  by  41%  of 
HCH  programs.  One-third  of  HCH  programs  offer  psychiatric  evaluation  and  treatment  and  one- 
third  prescribe  and  monitor  psychiatric  medication.  Seventy-five  percent  of  HCH  programs, 
however,  lack  a  psychiatrist  to  care  for  their  patients.  The  majority  of  HCH  programs,  including 
those  providing  mental  health  services  directly,  rely  heavily  on  referrals  for  the  provision  of  mental 
health  services  (see  Table  12,  p.  30).  Programs  are  better  able  to  respond  to  acute  depression, 
crisis  intervention,  and  problems  of  daily  living  that  are  more  treatable  through  counseling  and 
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case  management  than  to  major  mental  illnesses  requiring  intensive  psychiatric  intervention  and 


medication. 


4.  Staff  Development.  Many  programs  provide  staff  training  on  the  unique  health  and  social 
issues  pertaining  to  homeless  individuals,  including  the  special  needs  of  the  homeless  mentally  ill, 
and  on  cultural  diversity.  Many  programs  have  implemented  strategies  to  increase  their  ability  to 
reach  bilingual  clients.  Seventy-six  percent  of  programs  hire  bilingual/cultural  staff  and  74% 
provide  translation  services.  Additionally,  forty-four  percent  of  programs  employ  homeless 
individuals  as  staff  members  (see  Table  7,  p.  26). 

C.  Efforts  to  Assure  Quality  and  Continuity  of  Care  and  to  Achieve  Patient  Satisfaction 

HCH  programs  place  priority  on  providing  high  quality,  appropriate  care  for  the  clients  they 
serve.  They  make  great  efforts  to  measure  and  critique  their  own  performance  to  ensure  the 
adequacy  and  appropriateness  of  services  provided.  While  standards  of  care  specific  to  homeless 
individuals  have  not  been  established,  programs  strive  to  meet  approved  medical  standards  for 
treatment  of  common  health  problems. 


1.  Quality  Assurance.  Almost  all  (86%)  programs  have  quality  assurance  procedures  in 
place,  and  the  rest  report  that  they  are  in  the  process  of  developing  such  procedures.  While  most 
programs  have  protocols  in  place  for  primary  medical  care  (92%),  fewer  programs  have  protocols 
established  for  substance  abuse,  outreach,  and  case  management  services. 


2.  Continuity  of  Care.  The  majority  of  HCH  programs  provide  care  for  acute  illnesses  and 
screen  clients  for  communicable  diseases  and  chronic  illnesses.  Fewer  programs  provide  direct 
treatment  for  chronic  illnesses  or  are  able  to  ensure  continuity  of  care  for  people  with  ongoing 
problems.  The  mobility  of  HCH  program  clients  makes  it  more  difficult  for  HCH  programs  to 
ensure  continuity  of  care  for  their  patients.  Follow-up  care  is  often  dependent  on  referral  systems 
within  a  network  of  providers.  In  many  instances  these  linkages  are  insufficient  to  respond  to  the 
needs  of  homeless  people.  Programs  sponsored  by  CHCs  were  slightly  better  than  other 
programs  at  meeting  the  goal  of  continuous  care,  because  they  have  comprehensive  primary  care 
systems  in  place  and  may  strive  to  integrate  homeless  people  into  their  core  programs. 
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Screening  for  health  problems  is  an  important  first  step  in  the  delivery  of  care  by  HCH 
programs.  Due  to  the  nature  of  HTV  and  TB  testing,  it  is  not  surprising  that  TB  and  HTV 
screening  rates  are  low  in  comparison  with  those  for  substance  abuse  and  childhood 
immunizations,  which  are  easier  to  handle  by  the  clinician  and  do  not  require  laboratory  tests. 
Three-quarters  of  programs  routinely  screen  all  patients  or  those  at  risk  for  substance  abuse  and 
82%  check  child  immunization  status  records  at  every  pediatric  visit.  On  average,  programs  test 
about  one-third  of  their  patients  for  tuberculosis,  and  one  in  nine  (1 1%)  for  HTV. 


Treatment  and  follow-up  care  in  response  to  a  diagnosis  obtained  through  screening  is  the 
next  step  in  the  care  process.  Because  of  the  HCH  Program's  limited  resources,  effective  referral 
mechanisms  are  often  critical  to  insuring  the  continuity  of  care.  HCH  programs  have  a  variety  of 
approaches  to  the  provision  of  treatment  services  for  conditions  discovered  through  screening. 
Over  half  (58%)  refer  individuals  with  positive  tuberculosis  skin  tests  to  the  local  public  health 
department  for  follow-up,  and  a  similar  number  (60%)  refer  people  who  test  positive  for  HTV, 
either  to  another  organization  or  to  their  parent  agency.  One-third  of  programs  provide  treatment 
for  people  with  HTV  directly  and  8%  provide  treatment  for  tuberculosis.  HCH  programs  are  less 
likely  to  refer  patients  with  diagnosed  substance  abuse  problems  for  treatment  due  to  the  limited 
resources  in  the  community  available  to  meet  this  need. 

Case  Management  and  Referral  Procedures.  Case  management  is  a  critical  part  of  the 
process  of  ensuring  continuous  and  quality  health  care,  accounting  for  30%  of  HCH  Program 
encounters  (see  Table  2,  p.  22).  However,  the  process  of  case  management  varies  considerably. 
Some  HCH  programs  use  case  managers  to  facilitate  the  process  of  primary  care  (referrals  and 
follow-up).  Other  programs  build  clinical  services  around  a  more  formal  case  management 
process  which  includes  employing  social  workers  who  carry  on-going  but  limited  case  loads.  The 
social  workers  develop  treatment  and  case  management  plans,  follow  clients  over  time,  and  aid 
clients  in  accessing  a  broader  array  of  medical  and  social  services.  Other  programs  have  a  mixed 
model  in  which  case  managers  combine  both  short  and  long  term  case  management  activities  into 
their  overall  work  plan. 

Referrals  are  an  important  part  of  the  case  management  process.  Programs  report  that  they 
go  to  considerable  lengths  to  connect  the  patient  with  the  referral  agency.  Specifically,  almost  all 
programs  (95%)  give  patients  information  about  the  referral  agency,  and  over  80%  usually  go  one 
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step  further  and  make  an  appointment  for  the  patient  with  the  referral  agency.  Most  occasionally 
accompany  patients  to  the  appointment. 


Information  transfer  between  the  referral  provider  and  the  HCH  program  completes  the  loop 
and  ensures  continuity  of  care  from  the  HCH  program.  Programs  employ  a  variety  of  methods  to 
elicit  information  from  the  referral  agency.  Most  programs  (87%)  report  that  HCH  case 
managers  or  other  staff  follow-up  with  the  patient  to  ensure  that  the  referral  was  used.  About  half 
the  programs  report  that  referral  agencies  provide  written  summaries  or  telephone  reports  of 
results.  Fewer  programs  (29%)  provide  a  perforated  2-part  form  for  the  referral  agency  to  return 
to  the  HCH  program  upon  completion  of  the  referral  appointment(s). 

3.  Patient  Satisfaction.  Based  on  information  gleaned  from  client  focus  groups,  the  majority 
of  HCH  patients  are  overwhelmingly  satisfied  with  their  access  to  services  and  with  the  quality  of 
care  they  receive  through  HCH  programs.  In  comparison  with  many  of  their  previous  experiences, 
respondents  reported  that  they  find  the  program  more  accessible  and  responsive  to  their  needs  and 
the  staff  more  caring  and  competent.  They  often  stated  that  they  would  like  to  continue  to  seek 
services  through  the  HCH  program  even  after  they  are  no  longer  homeless.  The  HCH  legislation 
permits  HCH  programs  to  continue  the  provision  of  services  for  homeless  individuals  for  12 
months  following  permanent  housing  placement,  and  many  sites  do  continue  to  see  these  patients 
during  their  transition  out  of  homelessness. 

P.  Effects  on  Health  Status 

Due  to  limitations  in  the  scope  of  this  evaluation,  only  preliminary  information  was  obtained 
on  the  outcomes  of  HCH  services.  As  an  indicator  of  the  health  status  of  the  clients  HCH 
programs  serve,  some  information  was  collected  which  bears  witness  to  the  complex  conditions 
and  issues  that  HCH  programs  face  in  treating  their  clients.  On  average,  HCH  programs  report 
that  76%  of  their  patients  are  diagnosed  with  alcohol  or  drug  abuse  problems,  5%  are  diagnosed 
with  schizophrenia,  seven  percent  of  those  tested  for  TB  infection  were  reported  positive,  and  3% 
of  those  tested  were  HTV  positive. 


Client  focus  groups  also  revealed  the  potential  of  HCH  programs  to  positively  impact  their 
clients'  lives.  During  focus  groups,  clients  overwhelmingly  stated  that  their  health  status 
dramatically  improved  in  response  to  the  treatment  they  had  received  through  the  HCH  Program. 


10 


Health  Care  for  the  Homeless  Program 
Executive  Summary 

People  interviewed  stated  that  the  HCH  program  had  saved  their  lives,  often  being  able  to 
articulate  how  and  why  this  occurred  and  the  name  of  a  particular  staff  person  who  was  most 
instrumental  to  their  progress. 

E.  Costs  and  Financing 

Health  Care  for  the  Homeless  programs  have  attracted  revenue  from  many  sources,  including 

state  and  local  governments  and  the  private  sector.   Most  programs  receive  in-kind  contributions 

as  well.    Programs  are  required  to  match  HCH  Program  funds  with  $1  for  every  $3  of  HCH 

funds,  and  $1  for  every  $4  for  new  projects.  Revenue  reported  by  programs  on  the  survey  for  FY 

.  1994  totaled  $83  million.  Table  13  (p.  30)  shows  the  distribution  of  revenue  sources. 


McKinney/Section  340.  Federal  Section  340  funds  remain  the  largest  source  of  support  for 
the  programs,  especially  for  community  health  centers  and  health  department-sponsored 
programs.  Surveyed  HCH  grantees  reported  McKinney  funds  amounting  to  $48  million  for  FY 
1994,  or  58%  of  total  HCH  program  revenue.  Twenty-seven  percent  of  programs  reported 
depending  entirely  on  McKinney  Act  funds  for  their  resources,  while  the  rest  (72%)  reported 
revenue  from  a  variety  of  other  sources. 


Medicaid  and  Other  Third-Party  Revenue.  Over  80%  of  programs  are  certified  to  receive 
Medicaid  funds  and  71%  have  applied  for  cost-based  reimbursement  as  a  Federally  Qualified 
Health  Center  (FQHC).  Over  half  (57%)  report  receiving  Medicaid  revenue  in  1994,  which 
totaled  $4.9  million,  or  6%  of  total  revenue.  Although  most  programs  can  and  do  receive 
Medicaid,  the  majority  (83%)  of  homeless  patients  are  not  Medicaid-eligible  at  the  time  of  their 
first  visit.  Medicare  was  received  by  nearly  40%  of  HCH  programs,  and  private  insurance  was 
received  by  1 8%  of  the  programs.  However,  these  revenue  sources  represent  only  a  very  small 
proportion  (1%)  of  the  programs'  overall  revenue. 


Other  Federal  Revenue.  Eleven  percent  of  the  programs  receive  support  from  other  Federal 
programs,  most  commonly  Ryan  White  CARE  Act  funds  for  services  for  people  with  HTV 
infection  (reported  by  15%  of  the  grantees),  followed  by  mental  health  services  dollars  through 
the  Projects  for  Assistance  in  Transition  from  Homelessness  Program  and  other  SAMHSA 
programs  for  mental  health  interventions,  family  planning  (Title  X),  CDC  and  Healthy  Start  funds. 
Total  other  Federal  revenue  was  $5.2  million. 
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State  and  Local  Government  Grants.  Programs  received  a  total  of  $12.4  million  in  State  and 
local  grant  dollars  in  1994.  One-quarter  of  grantees  received  state  funding  while  one-third 
received  local  funding. 

Private  Funds.  About  30%  of  HCH  programs  reported  receiving  private  foundation  dollars, 
and  about  one-third  received  funds  from  individual  or  corporate  donations  or  patient  fees.  Private 
and  foundation  funds  totaled  $4.9  million. 


In-kind  and  Volunteer  Support.  Sixteen  percent  of  HCH  programs  reported  in-kind 
contributions  valued  at  $7.4  million.  Many  agencies,  however,  receive  in-kind  contributions  such 
as  volunteer  time,  and  do  not  report  them  as  income. 

Per  User  Expenditures.  BCRR  data  revealed  considerable  variation  in  total  annual  per-user 
expenditures1  (see  Table  14,  p.31).  While  the  HCH  Program  overall  spends  $268  per  user, 
reported  costs  are  highest  among  other-sponsored  providers  ($300)  and  public  health  departments 
($276),  and  lowest  among  community  health  centers  ($242)  and  hospitals  ($255).  Expenditures 
per  medical  encounter2  are  highest  in  community  health  centers  ($145)  and  public  health 
departments  ($172);  other  groups  are  providing  medical  services  at  less  than  $125  per  encounter. 
The  data  do  not  allow  for  assessment  of  differences  in  overall  efficiency  because  they  do  not 
compare  differences  in  case  mix  among  the  programs.  Therefore,  the  data  suggest  further  study. 

Programs  also  vary  by  type  of  sponsoring  agency  in  how  resources  are  allocated.  Community 
Health  Centers  allocated  a  greater  percentage  of  their  funds  for  primary  care  while  hospitals 
devoted  a  greater  percentage  of  their  funds  for  substance  abuse  compared  to  other  program  types. 
Program- wide,  over  54%  of  costs  were  associated  with  primary  care,  about  11%  with  substance 
abuse  treatment  and  21%  with  case  management.  Mental  health  was  the  smallest  patient  care 
category  at  7%  of  total  expenditures. 


1  Per  User  Expenditure  =  (Total  Reported  Revenue/Total  #  Users) 

2  Per  Medical  Encounter  Expenditure  =  (Total  Reported  Revenue/Total  #  Medical  Encounters) 
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F.  Managed  Care 

The  growth  of  managed  care  for  the  Medicaid  population  is  just  beginning  to  affect  HCH 
providers  and  their  clients.  Because  most  HCH  patients  are  ineligible  for  Medicaid,  the  impact  of 
Medicaid  managed  care  on  homeless  individuals  is  still  limited.  Currently,  slightly  under  half  of  all 
HCH  programs  have  at  least  some  clients  that  are  covered  through  Medicaid  managed  care 
contracts.  This  is  likely  to  increase,  however,  as  states  continue  to  move  their  Medicaid  programs 
into  managed  care.  Moreover,  if  Medicaid  is  block-granted  and  States  choose  to  extend  eligibility 
to  groups  not  currently  under  Federal  Medicaid  guidelines,  the  number  of  homeless  people 
enrolled  in  managed  care  programs  may  also  rise.  Providers  expressed  concern  that  problems 
regarding  the  provision  of  accessible,  high  quality  health  care  will  worsen  if  managed  care 
expands  and  enrollees  are  assigned  to  providers  that  are  inexperienced  or  unprepared  for  the 
specific  needs  of  homeless  persons. 

The  experiences  and  problems  of  HCH  programs  related  to  managed  care  vary.  Programs  in 
states  with  Medicaid  managed  care  demonstration  projects  reported  that  while  access  has 
improved  somewhat  for  Medicaid-eligible  homeless  patients,  most  managed  care  organizations 
are  not  prepared  for  the  special  needs  of  homeless  people.  Several  programs  reported  abuse  by 
managed  care  plans  that  enroll  homeless  people  or  families  but  provide  inadequate  access  to  the 
appropriate  services  homeless  clients  need.  Half  of  all  HCH  programs  currently  treat  patients 
enrolled  in  managed  care  plans  even  though  HCH  providers  are  often  not  reimbursed  for  such 
care. 


Others  fear  reduction  in  access  for  homeless  people  because  they  feel  managed  care  programs, 
in  their  efforts  to  keep  costs  down,  will  create  barriers  to  needed  services  rather  than  facilitating 
homeless  people's  access  to  care.  Despite  these  fears,  77  percent  of  HCH  programs  or  their 
parent  agencies  currently  have,  or  are  currently  negotiating,  managed  care  contracts,  and  many 
are  considering  pursuing  them  in  the  future  (see  Table  15,  p.  32). 

G.  Barriers  to  Effective  Treatment. 

HCH  programs  continue  to  face  enormous  challenges  in  providing  high  quality,  accessible 
health  care  for  homeless  people  in  their  communities.  Many  of  these  challenges  are  associated 
with  the  social  conditions  of  homelessness,  which  themselves  serve  as  barriers  to  care.  Homeless 
people  have  needs  other  than  health,  such  as  housing  and  food,  which  may  take  higher  priority 
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than  health  problems.    Barriers  such  as  lack  of  transportation,  as  well  as  language  and  cultural 
differences,  play  major  roles  in  impeding  homeless  individuals  from  accessing  care. 


Programs  work  hard  to  achieve  a  level  of  service  appropriate  to  the  needs  of  their  patients, 
but  have  limited  resources.  Many  health  services  needed  by  HCH  Program  clients  are  simply  not 
available,  or  are  inaccessible  due  to  clients'  lack  of  health  insurance  or  ineligibility  for  Medicaid. 
The  severe  shortage  of  mental  health  and  substance  abuse  services  is  perhaps  the  most  significant 
challenge  faced  by  health  professionals  working  with  homeless  people,  with  20%  of  HCH 
programs  stating  that  it  is  their  greatest  problem.  Lack  of  health  insurance  greatly  limits  access  to 
other  specialty  care  services  beyond  those  that  HCH  programs  can  provide  themselves.  Thirty- 
eight  percent  of  HCH  programs  noted  that  homeless  patients'  lack  of  health  insurance  and  their 
inability  to  pay  for  services  is  a  significant  barrier  to  providing  accessible  and  continuous  health 
care  to  their  patients. 


Providers  of  health  services  to  homeless  people  face  the  additional  challenge  of  working 
under  adverse  conditions.  Delivering  medical  care  in  shelters,  on  the  streets,  or  in  mobile  units 
makes  it  challenging  to  ensure  high  quality  care  for  HCH  Program  patients.  Some  program  staff 
indicated  that  many  people  do  not  want  to  work  with  HCH  programs  because  they  operate  in 
areas  that  are  perceived  to  be  unsafe  or  otherwise  undesirable.  Staff  recruitment  and  retention 
was  also  a  problem  cited  by  many  HCH  programs.  Inadequate  and  unstable  funding  has  made  it 
difficult  for  some  HCH  programs  to  compete  with  other  agencies  in  hiring  and  retaining  qualified 
clinicians  and  other  staff. 


Inadequate  management  information  systems  is  a  problem  faced  by  several  HCH  programs. 
These  programs  indicated  their  need  for  systems  that  not  only  gather  data  on  the  health  care  needs 
of  their  patients,  but  also  track  the  utilization  and  cost  patterns  of  their  clients. 

H.  Compliance  with  McKinnev  Legislation 

Section  340  Health  Care  for  the  Homeless  programs  represent  innovative  and  effective 
efforts  to  improve  access  to  health  and  health-related  services  for  homeless  people  in  the  United 
States.  The  majority  of  HCH  programs  are  complying  with  most  aspects  of  the  McKinney 
legislation  and  are  providing  access  to  a  broad  range  of  mandated  and  optional  services,  by 
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offering  them  directly  or  through  their  parent  agency,  or  under  contract  or  as  a  referral  to  other 
agencies. 

Areas  of  strength  include  programs'  innovative  approaches  to  providing  outreach  and  primary 
health  care  services  in  shelters  and  other  locations  where  homeless  people  are  found,  and 
establishing  linkages  with  a  broad  network  of  health  and  human  service  providers.  Programs  have 
also  been  resourceful  in  obtaining  cash  assistance  and  in-kind  contributions  to  support  their 
programs,  expand  their  services,  and  enhance  the  quality  of  care  provided. 


Limitations  include  the  limited  provision  of  drug  and  alcohol  treatment  services,  and  the 
securing  of  optional  mental  health  services.  This  is  due  largely  to  many  HCH  programs'  limited 
resources  and  severe  shortages  of  such  services  for  homeless  individuals  in  most  communities. 
Drug  and  alcohol  treatment  and  mental  health  services  were  found  to  be  particularly  inadequate 
both  in  their  availability  and  in  their  acceptability  in  communities  throughout  the  United  States. 
Finding  resources  for  people  with  major  psychiatric  disabilities  was  mentioned  in  all  site  visits  as 
among  the  most  difficult  problems  HCH  clinicians  face  in  assisting  their  patients. 

Recommendations 

Based  on  analysis  of  the  study  data,  the  researchers  offer  the  following  recommendations: 

Continuity  of  Care 

Although  much  is  accomplished  through  the  provision  of  episodic  care,  HCH  programs 
should  strive  to  strengthen  the  continuity  of  care  they  provide  to  their  homeless  patients.  It  is 
difficult  to  serve  this  population,  and  particularly  to  maintain  contact  with  frequently  transient 
people  who  need  ongoing  care  for  chronic  illnesses  or  follow-up  care  for  communicable  diseases 
and  injuries.  Programs  have  developed  a  variety  of  means  to  assure  continuity  of  care,  including 
developing  strong  case  management  components  and  close  linkages  with  other  agencies  who 
provide  follow-up  to  episodic  care  provided  by  the  HCH  program.  Some  programs  should  receive 
technical  assistance  to  develop  their  own  comprehensive  primary  care  model  which  includes  not 
only  care  for  episodic  illnesses  and  injuries,  but  screening  and  treatment  for  chronic  conditions. 
This  approach  will  help  to  assure  that  those  who  are  reached  through  the  HCH  Program  will  see 
an  improvement  in  their  overall  health. 
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Outreach 


Individual  programs'  approaches  to  outreach  vary  somewhat  with  respect  to  staffing  and 
types  and  number  of  outreach  sites.  Additional  analyses  of  these  data  would  shed  more  light  on 
the  contribution  of  outreach  to  improving  access  to  care.  If  further  funds  should  become  available, 
programs  should  be  encouraged  to  allocate  funds  for  outreach  activities  that  target  hard-to-reach 
homeless  individuals.  With  additional  resources  and  technical  assistance,  programs  will  improve 
their  effectiveness  in  conducting  outreach  especially  to  hard-to-reach  populations. 

Social  Services  and  Case  Management 

Some  programs  are  devoting  a  relatively  large  amount  of  resources  to  case  management  and 
social  services,  and  lesser  amounts  to  primary  care.  Case  management  practices  should  be 
evaluated  to  better  understand  their  relationship  to  primary  health  care,  substance  abuse  and 
mental  health  treatment,  and  both  intermediate  and  health  status  outcomes.  Specifically, 
programs  reporting  relatively  high  expenditures  on  case  management  should  be  monitored  to 
ensure  that  the  primary  health  care  needs  of  the  program's  clients  are  being  adequately  addressed. 
Technical  assistance  should  then  be  provided  to  help  achieve  a  more  appropriate  balance  between 
primary  care  and  social  services. 

Substance  Abuse  and  Mental  Health  Services 

The  statutory  requirement  for  the  provision  of  substance  abuse  treatment  should  be  changed 
from  a  required  to  an  optional  service.  In  attempting  to  be  comprehensive  in  their  approach  and 
compliant  with  the  legislation  which  requires  the  provision  of  both  primary  care  and  substance 
abuse  services,  HCH  programs  dilute  their  services  and  may  compromise  the  effectiveness  of  any 
one  element  of  their  service  spectrum.  The  resources  available  for  substance  abuse  treatment 
within  the  HCH  program  and  in  the  community  are  woefully  inadequate  for  effective  treatment. 

HCH  programs  should  be  encouraged  to  develop,  sustain,  or  improve  the  linkages  necessary 
to  obtain  substance  abuse  treatment  and  mental  health  services  for  their  patients.  Block  grants  for 
these  services  to  the  States  should  be  refined  to  include  provisions  requiring  States  and  local 
governments  to  be  more  responsive  to  the  homeless  individuals,  and  to  work  with  HCH  programs 
to  design  and  implement  effective  treatment  and  prevention  programs. 


16 


Health  Care  for  the  Homeless  Program 
Executive  Summary 

i 

Quality  Assurance 

The  Bureau  of  Primary  Health  Care,  in  conjunction  with  the  grantees  and  experts  in 
outcomes  research,  should  develop  outcome  parameters  and  move  toward  a  standardization  of 
practices.  This  will  enable  programs  to  establish  targets  that  specify  not  only  the  number  of 
people  to  be  served  and  the  services  to  be  provided,  but  also  specific  and  measurable  intermediate 
and  health  improvement  outcomes. 


For  example,  a  modified  HEDIS3  system  could  replace  or  augment  existing  quality  assurance 
instruments  for  each  program;  and  could  serve  as  a  vehicle  for  monitoring  outcomes  at  the 
national,  regional,  or  State  level.  Simple  targets,  such  as  achieving  up-to-date  immunization 
levels  among  children  or  facilitating  first  trimester  entry  into  prenatal  care,  could  be  chosen  first. 
More  challenging  outcome  targets  could  also  be  considered,  such  as  obtaining  recommended 
clinical  preventive  service  standards  based  on  age,  race  and  gender,  or  assisting  people  with 
hypertension  to  control  their  blood  pressure. 

Information  Systems 

Programs  should  be  encouraged  to  improve  their  information  systems  to  facilitate  a  better 
understanding  of  their  patient  population,  the  volume  of  services,  common  diagnoses,  and  costs. 
The  development  and  utilization  of  standardized  encounter  systems,  such  as  a  HCFA  1500  form, 
would  provide  uniform  and  encounter-specific  data  across  the  HCH  provider  spectrum. 

Resources  and  Finances 

Programs  should  maximize  the  revenue  available  under  Medicaid,  FQHC,  and  other  cost- 
based  reimbursement  programs  in  their  state  by  increasing  their  efforts  to  enroll  people  into 
Medicaid,  becoming  certified  as  Medicaid  providers,  and  establishing  status  as  Federally  Qualified 
Health  Centers  (FQHCs). 


3 HEDIS:  Health  Plan  Employer  Data  and  Information  Set.  Sponsored  by  the  National  Committee  for 
Quality  Assurance  (NCQA).  Key  performance  indicators  include:  quality,  member  satisfaction, 
utilization  and  finance. 
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Federal  and  State  resources  should  be  devoted  to  identifying  individuals  eligible  for 
Supplemental  Security  Income  (SSI)  based  on  physical  and  mental  disabilities.  HCH  programs 
are  well  positioned  to  provide  this  service  effectively  in  communities  throughout  the  United 
States. 


Recommendations  for  Additional  Studies 

•  Studies  aimed  at  developing  more  effective  models  of  care  delivery.  Studies  could 
analyze  programs  in  terms  of  several  parameters  that  could  then  be  compared  using 
health-status  and  intermediate  outcome  measures.  Such  comparisons  would  help 
pinpoint  whether  certain  distinguishing  characteristics  explain  variations  in  success 
across  different  approaches  to  service  delivery. 

•  Studies  to  determine  how  many  homeless  people  could  become  Medicaid  beneficiaries, 
and  how  to  maximize  reimbursement.  Such  studies  could  look  at  changes  anticipated 
under  future  state  Medicaid  managed  care  plans. 

•  Studies  of  the  role  of  HCH  programs  in  promoting  access  to  services  within  the 
mainstream  system. 

•  Studies  of  the  HCH  programs'  readiness  for  managed  care.  Such  studies  could 
examine  the  potential  benefits  and  drawbacks  for  homeless  people  in  a  capitated 
managed  care  environment,  and  the  impact  of  managed  care  on  HCH  projects  where 
managed  care  has  already  been  implemented. 

Conclusions 

Given  the  immense  challenges  they  face,  the  Section  340  programs  represent  innovative  and 
effective  efforts  to  improve  access  to  health  care  and  health-related  services  for  homeless  people 
in  the  United  States.  Teams  of  health  professionals  and  paraprofessionals  work  in  adverse 
conditions  to  bring  health  care  to  over  425,000  homeless  people  each  year.  Over  2  million  visits 
take  place  annually,  including  over  560,000  primary  care  visits  to  physicians,  nurse  practitioners 
and  physician  assistants,  and  over  500,000  other  therapeutic  services,  notably  dental  care,  mental 
health  services,  and  substance  abuse  services.  The  provision  of  case  management  also  enhances 
homeless  persons'  access  to  many  other  services  within  the  traditional  health  care  system  by 
facilitating  referrals  and  follow-up  care.  These  services  alleviate  both  simple  and  serious  health 
problems,  help  prevent  others,  and  reduce  health  care  costs  by  minimizing  more  intensive  and 
expensive  care  at  a  later  date. 
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HCH  programs  are  complying  with  most  aspects  of  the  Section  340  legislation,  and  are 
providing  invaluable  services  to  this  extremely  medically  needy  population.  Most  provide  access 
to  a  broad  range  of  services,  directly  or  through  their  parent  agency,  or  through  contracts  or 
referrals  to  other  agencies.  Particular  areas  of  strength  include  the  provision  of  outreach  and 
primary  health  care  services  in  shelters  and  other  locations  where  homeless  people  are  found,  and 
the  establishment  of  linkages  with  a  broad  network  of  health  and  human  service  providers. 
Weaknesses  include  difficulties  in  the  provision  of,  or  referral  for,  drug  and  alcohol  services  and 
mental  health  services.  Despite  an  atmosphere  of  reduced  funding  and  availability  of  these 
services  in  the  community,  many  HCH  programs  have  made  a  significant  contribution  to  the 
provision  of  high  quality,  accessible  services  to  highly  vulnerable,  medically-needy  homeless 
individuals. 
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Table  3 
Overview  of  the  Health  Care  for  the  Homeless  Program  by  Organizational  Type,  1994 

(N=120) 


Community  Health 
Centers 

Public  Health 
Departments 

Hospitals 

Other 

All  Grantees 

Percent  of 
Programs 

48% 

25% 

5% 

22% 

100% 

Percent  of 
Grant  Funds 

38% 

23% 

6% 

33% 

100% 

Percent  of 
Encounters 

38% 

21% 

9% 

32% 

100% 

Percent  of 
Users 

39% 

22% 

9% 

30% 

100% 

*  Does  not  include  two  new  grantees  who  completed  the  survey  (Source:  BCRR  data,  1994) 


Table  4 


Service  Delivery  Sites 
(N=110) 


Strategies 

Community 
Health  Centers 

Public  Health 
Departments 

Hospitals 

Other 

All  grantees 

Shelter-based 
clinic 

92% 

93% 

80% 

91% 

92% 

Modified 

base-clinic 

operations 

75% 

85% 

80% 

70% 

77% 

Modified 

base-clinic 

structurally 

75% 

63% 

40% 

64% 

68% 

Mobile 
medical  unit 

25% 

30% 

60% 

38% 

30% 

Source:  Grantee  survey 
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Table  5 

Inter-Organizational  Structure  of  HCH  Programs 
(N=110) 


MODEL 

Community 
Health  Centers 

Public  Health 
Departments 

Hospitals 

Other 

TOTAL 

I.  All  mandated  services 
provided  by  grantee 

30% 

22% 

40% 

21% 

27% 

II.  Grantee  provides 
some  services  but  sub- 
contracts with  other 

49% 

44% 

40% 

58% 

50% 

agencies  for  some 
mandated  services 

HI.  Grantee  provides  all 
mandated  services  but 
subcontracts  to  expand 
services  in  other  areas. 

15% 

15% 

20% 

13% 

15% 

IV.  Grantee  is  an 
umbrella  organization 
providing  no  services 
directly  but  coordinates 
service  delivery  among 
many  providers 

4% 

4% 

0 

4% 

4% 

V.  Other 

2% 

15% 

0 

4% 

6% 

Source:  Grantee  survey 
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Table  6 
Primary  Care  Staff  for  HCH  Programs,  1994 

(N=110) 


Type  of  Primary  Care 
Staff 

Percent  of 
Programs 

Primary  Care  Physicians 
only 

10% 

Mid-level  practitioners 
only 

13% 

Primary  Care  Physicians 
and  Mid-level  Practitioners 

66% 

None 

10% 

Source.  Grantee  survey 
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Table  7 

Strategies  for  Increasing  Access  to  Health  Care 

(N=110) 


Strategies 

Community 
Health  Centers 

Public  Health 
Departments 

Hospitals 

Other 

All  grantees 

Training 
on  homeless 

96% 

89% 

100% 

100% 

95% 

Training  on 
cultural 

87% 

89% 

100% 

91% 

89% 

competence 

Outreach 

87% 

78% 

80% 

88% 

84% 

teams 

Transportation 
to  base  clinic 

83% 

63% 

100% 

74% 

77% 

Employ 
bi-lingual/ 
cultural  staff 

74% 

70% 

100% 

82% 

76% 

Translation 

71% 

81% 

100% 

68% 

74% 

services 

Employ 
homeless 

43% 

30% 

60% 

61% 

44% 

Source:  Grantee  survey 
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Table  8 
Direct  Provision  of  Various  Types  of  Diagnostic  and  Treatment  Services 

(N=110) 


Type  of  Service 

Community 
health  centers 

Public  health 
departments 

Hospitals 

Other 

All  grantees 

Acute  Illnesses 

92% 

86% 

100% 

79% 

88% 

Chronic  Illness 

87% 

75% 

80% 

67% 

79% 

STD  Treatment 

79% 

57% 

80% 

63% 

70% 

Women's  Health 
Care 

66% 

71% 

80% 

50% 

65% 

Tuberculosis 
Prophylactic 

36% 

39% 

40% 

38% 

37% 

Tuberculosis 

Treatment 

(Active) 

40% 

36% 

20% 

25% 

35% 

Pediatric  Sick 
Care 

70% 

75% 

80% 

67% 

71% 

HIV  Early 
Treatment 

47% 

57% 

40% 

50% 

50% 

HTV  Advanced 
Treatment 

26% 

18% 

0 

25% 

23% 

Source:  Grantee  survey 
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Table  9 

Service  Delivery  Arrangements 

(N=110) 


Directly 

Through 

Parent 

agency 

Through 

Contract  with 

another 

agency 

As  a  referral 

Not 
available 

Well-child  care 

59% 

40% 

16% 

22% 

1  (1%) 

Family  Planning 

46% 

40% 

17% 

38% 

2  (2%) 

Treatment  Acute 
illnesses  and  injuries 

88% 

26% 

20% 

18% 

0 

Screening  Chronic 
illnesses 

86% 

26% 

19% 

16% 

0 

Treatment  Chronic 
illnesses 

79% 

26% 

18% 

18% 

0 

Pre/post  natal  care 

21% 

49% 

16% 

48% 

0 

Women's  health  care 

65% 

39% 

18% 

26% 

0 

Pediatric  sick  care 

71% 

36% 

17% 

20% 

1  (1%) 

Tuberculosis  screening 

86% 

26% 

16% 

21% 

0 

Tuberculosis 
treatment 

35% 

27% 

8% 

58% 

0 

STD 
Screening 

71% 

34% 

18% 

30% 

0 

STD 
treatment 

70% 

34% 

16% 

33% 

0 

HIV  Counsel/ 
testing 

60% 

38% 

13% 

39% 

0 

HTV 

early  intervention 

50% 

35% 

11% 

42% 

0 

HTV  advanced 
treatment 

23% 

28% 

8% 

64% 

1  (1%) 

Rows  do  not  sum  to  100%  because  some  agencies  use  more  than  one  strategy 
Source:  Grantee  survey 
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Table  10 

Means  of  Providing  Dental  Services 
(N=110) 


Percent  of 

Dental  exams 

Primary 

Restorative 

programs 

cleanings 

dental  care 

care 

providing 

services 

Directly 

36% 

32% 

23% 

Through  parent 

27% 

31% 

17% 

agency 

Through 

26% 

26% 

18% 

contract  with 

another  agency 

As  a  referral 

33% 

36% 

49% 

Unavailable 

6% 

4% 

16% 

Includes    cleaning,    extractions,    and      fillings,    and    may    include    crowns    or   root    canal. 
*Columns  do  not  sum  to  100%  because  some  agencies  use  more  than  one  strategy 

Source:  Grantee  survey 

Table  11 

Means  of  Providing  Substance  Abuse  Treatment 
(N=110) 


Percent  of 

Detoxification 

Residential 

Drug  and 

AA/NA 

Sober 

programs 

services 

treatment 

alcohol 

groups 

living 

providing 

(N=102) 

(N=103) 

counseling 

(N=42) 

(N=106) 

services 

(N=57 

Directly 

7% 

6% 

48% 

9% 

4% 

Through 

12% 

6% 

18% 

7% 

5% 

parent  agency 

Through 

24% 

23% 

34% 

13% 

5% 

contract  with 

another  agency 

As  a  referral 

87% 

72% 

58% 

83% 

72% 

Unavailable 

22% 

2% 

1% 

5% 

13% 

Columns  do  not  sum  to  100%  because  some  agencies  use  more  than  one  strategy 

Source:  Grantee  survey 
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Table  12 

Means  of  Providing  Mental  Health  Services 
(N=110) 


Percent  of 
programs 
providing 
services 

Mental  Health 
Counseling 

Psychiatric 
evaluation  and 
diagnosis  and 
treatment 

Prescribe  and 
monitoring 
psychiatric 
medication 

Directly 

41% 

33% 

35% 

Through 
parent  agency 

20% 

17% 

18% 

Through 
contract  with 
another  agency 

25% 

30% 

28% 

As  a  Referral 

64% 

58% 

63% 

Unavailable 

1% 

1% 

1% 

Source:  Grantee  survey 


Table  13 


Amount  and  Percent  of  Total  Reported  Revenue,  1994 

(N=110) 


Revenue  Source  ($) 

Total  Amount 

Percent 

$ 

% 

Medicaid 

$4,933,965 

6 

Medicare  and  Private  Ins. 

$462,000 

1 

1994  McKinney  Grant 

$48,182,529 

58 

Other  Federal  Sources 

$5,237,205 

6 

State&Local  Government 

$12,390,055 

15 

Private  &  Foundations 

$4,913,151 

6 

In- Kind 

$7,390,676 

9 

Total 

$83,509,581 

100 

Source:  Grantee  survey 
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Table  14 

Median  and  Range  of  Encounters  and  Medical  Encounters  per  User,  and  Expenditures  and 
Medical  Expenditures  per  User  and  Encounter,  1994 

(N=120) 


Community 
health  centers 

Public  health 
departments 

Hospitals 

Other 

All  grantees 

Encounters  Per 

4.4 

4.6 

4.3 

4.7 

4.5 

User 

(1.4-25.9) 

(2.2-28) 

(2.5-15.9) 

(1.6-42) 

(1.4-42) 

Medical 

1.6 

1.2 

1.4 

1.2 

1.4 

Encounters  Per 
User 

(0.2-5.3) 

(0.2-3.8) 

(0.8-2.5) 

(0.5-5.6) 

(0.2-5.6) 

Total 

$242 

$276 

$255 

$300 

$268 

Expenditures 
Per  User 

(62-809) 

(91-1,138) 

(102-873) 

(67-590) 

(62-1,138) 

Medical 

$145 

$172 

$93 

$124 

$144 

Expenditures 

(20-570) 

(40-509) 

(23-172) 

(0-341) 

(0-570) 

per  user 

*Ratio  of 

Medical  Costs 
to  Total  Costs 

.57 

.62 

.60 

.53 

.58 

Total 

$62 

$53 

$48 

$48 

$54 

Expenditures 
Per  Encounter 

(8-164) 

(28-206) 

(34-69) 

(6-97) 

(6-206) 

Medical 

$99 

$104 

$72 

$95 

$101 

Expenditures 
Per  Medical 

(16-547) 

(0-829) 

(65-121) 

(0-215) 

(0-829) 

Encounter 
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Table  15 

Percentage  of  HCH  Programs  with  Medicaid  Managed  Care  Contracts 

(N=110) 


Community 
Health  " 
Centers 

Public 

Health 

Departments 

Hospitals 

Other 

All 
grantees 

HCH  Currently 
Has  Contracts 

19% 

19% 

0 

4% 

15% 

Parent  Agency 
Currently  has 
contracts 

47% 

19% 

40% 

11% 

33% 

HCH  Currently 
Negotiating 

13% 

15% 

0 

4% 

11% 

Parent  Agency 

Currently 

Negotiating 

22% 

15% 

0 

16% 

18% 

HCH  Thinking 
About  for  the 
Future 

42% 

30% 

40% 

74% 

45% 

Not  doing 
anything 

26% 

33% 

60% 

17% 

28% 

Source:  Grantee  survey 
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DEPARTMENT  OF  HEALTH  &  HUMAN  SERVICES  Public  Health  Service 

Bureau  of  Primary  Health  Care 

Rockville  MD  20857 


Dear  Colleague: 

The  Bureau  of  Primary  Health  Care  recently  completed  a  two  year  study  of 
the  Health  Care  for  the  Homeless  Program.  I  am  pleased  to  provide  you 
with  the  Executive  Summary  from  this  report.  The  purpose  of  the  study 
was  to  measure  the  success  of  the  Health  Care  for  the  Homeless  Program  at 
achieving  its  goals  and  objectives  of  providing  primary  health  care  and 
support  services  to  homeless  persons.  The  study  was  conducted  under 
contract  by  researchers  at  the  UCLA  Center  for  Health  Policy  Research, 
John  Snow,  Inc.,  and  Solon  Consulting  Group. 

Given  the  immense  challenges  they  face,  the  122  Health  Care  for  the 
Homeless  Program  grantees  represent  innovative  and  effective  efforts  to 
improve  access  to  health  care  and  health-related  services  for  homeless 
people  in  the  United  States.  Teams  of  health  professionals  work  in  adverse 
conditions  to  bring  health  care  to  over  425,000  homeless  people  each  year. 
Over  2  million  visits  take  place  annually,  including  those  for  primary  care, 
mental  health,  substance  abuse,  and  case  management  services.  Despite 
an  atmosphere  of  reduced  funding  and  limited  availability  of  these  services 
in  the  community,  many  HCH  programs  have  made  a  significant  contribution 
to  the  provision  of  high  quality,  accessible  services  to  highly  vulnerable, 
medically-needy  homeless  individuals. 

If  you  would  like  to  receive  a  copy  of  the  full  report,  please  contact  the 
National  Clearinghouse  for  Primary  Care  Information  at  703-821-8955, 
extension  248. 


Sincerely, 


\J)oan  H< 


loiioway 
Director 

Division  of  Programs 
for  Special  Populations 


